Case {#sec1-2054270414543398}
====

A 64-year-old lady initially presented with a brief history of abdominal pain, nausea and vomiting. Examination revealed a soft abdomen with tenderness in the left upper quadrant and suprapubic areas, and she was found to be apyrexial with normal observations. Blood analysis revealed a normal haemoglobin with a mildly raised C-reactive protein of 7 mg/L, a moderate leukocytosis of 13.7 × 10^9^/L (mild neutrophilia of 8.08 × 10^9^/L), and a serum amylase of 180 IU/L -- not considered diagnostic for acute pancreatitis. Urinary amylase was raised at 896 IU/L, and serum calcium was normal. She had an ultrasound scan showing no gallstones and no intrahepatic duct dilatation.

She had an emergency contrast computed tomography (CT) which appeared to suggest changes in line with pancreatitis, demonstrating inflammatory changes adjacent to the tail of pancreas and extending along Gerota's fascia and into the conal fascia. The gallbladder, liver, common bile duct and pancreatic duct were normal. Her condition improved with a period of conservative management, and she was discharged home two days post-admission. She returned 10 days later for a repeat ultrasound which was negative for gallstones.^[@bibr1-2054270414543398]^ She had a negative auto-antibody screen, and serum lipids were within the normal range.

As her clinical condition and biochemical markers were not typical of acute pancreatitis, her CT images were brought to a weekly radiology meeting where they were reviewed by a gastrointestinal radiologist. Here, it was noted that the inflammatory changes were localised to the point where the splenic flexure of the colon lay adjacent to the tail of the pancreas, and that there was an area of fat density within this suggestive of an inflamed epiploic appendage rather than primary pancreatitis (see Figure 1). There was no CT evidence of primary venous thrombosis of the appendage and neither the patient's history nor her blood tests suggested infection as a cause of the inflammation -- at no point did she become septic and her condition resolved with the use of simple analgesia. These findings together with the presentation and history led to a diagnosis of acute epiploic appendagitis (EA) secondary to torsion.

Discussion {#sec2-2054270414543398}
==========

EA is an infrequently diagnosed benign inflammatory condition affecting the fatty appendices which run in two rows -- anterior and posterior -- along the serosal surface of the colon. These appendices are adipose out-pouchings of peritoneum with an, as yet, uncertain function. EA occurs most frequently as a response to torsion, or less commonly due to venous thrombosis, of an epiploic appendix and can present as several other inflammatory causes of the acute abdomen depending upon the location of the culprit. The majority of affected appendices are found attached to the sigmoid colon and caecum, and so most cases are appropriately initially thought to be presentations of acute diverticulitis or appendicitis. Those attached to the sigmoid become inflamed most often and so the most common presentation of EA is as diverticulitis.^[@bibr2-2054270414543398]^

Patients do not commonly present with nausea and vomiting, they are rarely febrile and tend not to show a leukocytosis, but they will often have localised abdominal tenderness on examination.^[@bibr3-2054270414543398]^ In addition, EA affects both sexes equally with no age discrimination, and so there is no typical patient demographic.^[@bibr4-2054270414543398]^ The imaging modality of choice is an abdominal CT with intravenous contrast -- the infarcted appendix can be seen on ultrasound, although the appearance is more likely to be confused with the inflammation of adjacent organs.^[@bibr5-2054270414543398]^ Findings on CT include inflammatory changes surrounding a fatty central core in close proximity to the large bowel (the most common finding), focal colon wall thickening and a central high-density focus within the epiploic appendix -- the 'central dot' sign, seen in a minority of cases, indicating thrombosis.^[@bibr6-2054270414543398]^ Accurate CT diagnosis is vital as many of the causes of the surgical abdomen mimicked by EA -- or even the risk of them -- necessitate surgical intervention, thus failure to pick up the diagnosis at this stage can lead to an unnecessary operation subjecting the patient to the risks associated with any invasive procedure.

That said, surgical management of EA has been described, advocating excision of the infarcted epiploic appendix.^[@bibr4-2054270414543398],[@bibr7-2054270414543398]^ However, EA is a self-limiting disease and as such can be managed conservatively with patient reassurance and analgesia if needed.^[@bibr8-2054270414543398],[@bibr9-2054270414543398]^ Figure 1.Arrow points to area of inflammation at the splenic flexure of the colon and the tail of pancreas showing an area of central fat density.

Conclusion {#sec3-2054270414543398}
==========

EA is an uncommonly diagnosed cause of the acute abdomen and can be managed conservatively. The signs and symptoms are often attractively misleading as are the images on ultrasound and CT leading to diagnoses of other surgical conditions. This is all the more easy to do, as the imaging is often reported as an emergency due to the nature of the differentials. Thus, the clinician must first be aware of this condition and its ability to convincingly mimic other pathologies. Accurate imaging reporting is vital, as it can obviate the need for surgical intervention and prevent further investigations, leading to a better patient outcome. Here, the role of the radiology meeting was pivotal in arriving at the correct diagnosis. The opinion of experienced radiologists gained outside the emergency situation is key when there is a disparity between the clinical picture and the initial imaging report, or when there is a high index of suspicion of EA.
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